Basic Medicaid Billing Guide April 2007

H. APPENDIX H

New Claim Form Instructions Special Bulletin

The CMS 1500 (12/90), the UB92 and the American Dental Association (ADA) 2002
paper forms have been revised and will be replaced with the new CMS 1500 (08/05),

the UB-04 and ADA 2006 claim forms, respectively. Please review the “New Claim

Form Instructions Special Bulletin”.

Providers may access the December 2006 Special Bulletin and all bulletins at the DMA
website:
http://www.ncdhhs.gov/dma/bulletin.htm

Providers should contact EDS with any billing questions at:

EDS, 1-800-688-6696 or 919-851-8888
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CMS 1500 (08/05) Claim Sample:
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CMS-1500 (08/05) Claim Form Information

CMS-1500 (08/05) — Medicaid will begin accepting the new claim form on Jan.1,

2007. Please review the NUCC website at www.nucc.org for information and view the
instruction manual.
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UB-04 Claim Sample:
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ADA 2006 Claim Sample:

ADA Dental Claim Form
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